Volvulus occurring during pregnancy is a rare complication, still potentially lethal nowadays for both the mother and child due to several, early arising complications. We report here a case of small bowel volvulus in a 28 weeks and 4 days, 29 years-old, pregnant woman with a past medical history of appendectomy in her childhood.
Introduction
Bowel obstruction occurring during pregnancy (with an incidence between one in 1500 and one in 66'431 (Aftab et al, 2014) 1 is a rare complication potentially lethal for both the mother and child. Less than a hundred cases of this pathology have been reported and its causes can be very different, one of them, but not the most frequent, being intestinal volvulus. Intestinal volvulus most frequently interests the sigmoid colon due to its modified position during pregnancy, particularly its displacement during third trimester, but other regions have been reported to be involved. Due to the rarety of this entity and the absence of any specific symptom or laboratory test, early diagnosis, as well as treatment, remains of extremely complicated despite their importance (Aftab et al, 2014) 1 . We report here a new case of a rare form of small bowel volvulus due to a malrotation in a 28 weeks and 4 days pregnant, 29 years-old female with a past medical history of appendicitis. We then discuss diagnosis of volvulus during pregnancy and its treatment, which both need to be initiated early during patient management to not risk a tragic outcome for both mother and child.
Case-Report
A 28 weeks and 4 days pregnant, 29 years-old female, known for an L4-L5 discopathy and a past history of surgery for appendicitis at the age of 10 (right-positioned appendix, not perforated), consulted with vomiting and abdominal pain in the epigastric region. Eating and drinking had become impossible at that point. Blood tests revealed pathologically elevated white blood cells count (11.4 G/l for a normal value of 4-10 G/l) and elevated hepatic tests. Preeclampsia and HELLP syndrome were ruled out, as were frequent causes for hepatitis (virus, medicines, auto-immunity).
Abdominal echography did not reveal any sign of cholecystitis or pancreatitis and testing for urinary cause was negative. The second blood tests revealed a worsening of the hepatic tests, reason why the patient underwent a cholangio-MRI. This test did not reveal any biliary lesion but volvulus was suspected due to apparent intestinal malrotation. Obtruction was confirmed by gastroscopy (without scope) and situated at the level of the jejunum. Final confirmation of obstruction and its position in the abdomen was also The small intestine, which showed no sign of ischemia, was sutured and adhesions were completely removed.
A few hours after the surgery, the patient presented with uterine contractions every two minutes and uterine ultrasonography showed a 33mm cervix.
Tocolysis was immediately given with good results and the contractions definitely ceased and did not reappear two days later when treatment was stopped. During her stay, the patient presented with left basal pneumonia that was treated with antibiotherapy. She completely recovered during the following days and was then discharged with no further complication. The rest of her pregnancy went without any other complication and the patient delivered with instrumentation (Kiwi-sucker) at the age of 40 weeks and 0 days due to a suspect cardio-tocogramm and absence of delivery progression. Both baby and mother were healthy and they were then discharged with no further complication. 11, 3, 10 . In our case, we were able to supress contractions with tocolytics and no premature delivery was needed.
In this article, we presented a case of small bowel volvulus during pregnancy that not only confirmed some already known facts about this pathology but also 
